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Abstract: The aim of this study was to analyze the influence of some personal characteristics,
health variables, and social support on the self-rated health of people in housing exclusion in Spain.
For that purpose, we used the FOESSA Survey of Social Integration and Needs database, with a final
sample of 1574 households. Being more educated and reporting a good life satisfaction stood out
as the main factors preventing worse health status. Furthermore, results showed that being female,
experiencing poverty-related food insecurity, not having health insurance, experiencing widowhood
or partner bereavement, and having caring responsibilities for others or having a disabled person
in the household are associated with increased reporting of regular or poor health. On the other
hand, being young, having a diagnosed/long-term illness, and a big household size are preventive
factors for good health. These results allowed identifying risk and prevention factors to inform
interventions to improve the health of those living in housing exclusion. Promoting better education
levels, social support, and overall life satisfaction could be important to improve health in this
population. Developing social support policies for caring responsibilities and food insecurity must be
a priority to improve the health of people living in housing exclusion.
Keywords: housing exclusion; self-rated health; psychosocial variables; Spain
1. Introduction
While homelessness is an extreme situation of social exclusion, other dimensions of housing
exclusion and the residential environment also influence individual and public health. This paper draws
on the widely used European Typology of Homelessness and Housing Exclusion (ETHOS) framework [1]
and the 2019 FOESSA (Fomento de Estudios Sociales y Sociología Aplicada in Spanish) survey of social
exclusion in Spain [2] to examine the influence of key psychosocial variables on the health of people
living in situations of housing exclusion. Developed for the European Federation of Organizations
Working with the people who are homeless (FEANTSA) [1], the ETHOS framework establishes four
main concepts of housing exclusion: rooflessness, houselessness, insecure housing, and inadequate
housing. The roofless and houseless dimensions together define homelessness; insecure and inadequate
accommodation refer to housing exclusion [1,3,4]. The European consensus conference on homelessness
in 2010 and the growing attention at the European level to strengthen the fight against homelessness
helped shape the creation of the first Spanish “Comprehensive National Homelessness Strategy,
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2015–2020” (ENI-PSH in Spanish), adopted in November 2015 [5]. Robust analysis of the variables that
influence the status and risks of homeless people is key to achieving the objectives of national and
European strategies against poverty, social exclusion, and inequality [6].
The most recent national public survey of homelessness in Spain was in 2012 [7]; however,
ENI-PSH estimated that the total number of homeless people in Spain (without a house or a roof)
was around 33,000 in 2014 [5]. However, the Spanish homelessness nongovernmental organization
(NGO), Caritas, estimated that they were accompanying and caring for approximately 40,000 homeless
people in Spain in 2019 [8]. Moreover, the independent FOESSA foundation conducted a national
survey of social exclusion in Spain in 2018. The survey results showed that 800,000 households in
Spain were experiencing housing insecurity (four in 100 households), 1,300,000 households were living
in inadequate housing (seven in 100 households), and 150,000 households were facing both housing
insecurity and inadequate housing at the same time [2]. Other evidence from Spain indicates that
between January and August 2019, some 100 evictions a day were estimated to have taken place due to
nonpayment of rent and 42 per day due to nonpayment of a mortgage loan [9]. These figures indicate
significant housing stress resulting from a complex range of factors whereby housing insecurity carries
important implications for systematic responses to homelessness [10]. Support to avoid eviction
where possible or to find accommodation, along with integrated case management to support complex
needs, is widely held as the key solution for the prevention of homelessness [11]. Internationally,
numerous evidence-based strategies are being employed to end homelessness by increasing access to
housing options and supportive services for housing stability [12,13]. At the same time, housing is
an important determinant of health, and substandard housing is a major public health issue [14,15].
Using the ETHOS classification [1], Fajardo-Bullón et al. (2019) [14] analyzed the variables that influence
the self-rated heath (SRH) of homeless people in Spain, but there has been no prior analysis of influences
on the health of the population living in housing exclusion in the FOESSA Spanish study.
The quality of housing conditions and the housing environment are recognized internationally as
key settings that affect human health [16,17]. The National Housing Federation of the United Kingdom
(UK) spends around GBP 2.5 billion per annum addressing housing and health related conditions
across the UK [18], and the total direct and indirect costs of the impact of inadequate housing on
health in Spain exceed EUR 22,350 million per year, one of the highest amounts in the entire European
Union (EU)-28 [19]. Homelessness and housing exclusion are rightly also receiving more attention
at the EU level [20]. A main driver for the continuing effort is the stark reality that more and more
people are unable to secure and keep a decent home. According to the Fourth Overview of Housing
Exclusion in Europe [21], in 2017, the proportion of Spanish households overburdened by housing costs
was 36.5% of the population in poverty (38% average in the EU-28) and 9.8% (10.4% average in the
EU-28) of the total population. Rodriguez Cabrero et al. (2019) declared that “the share of households
with rent or mortgage arrears was the seventh highest in Europe: 10.5% among poor households
and 3.8% among the total population (well above the EU average). Some 19.4% of poor households
experienced financial difficulty” (p. 6) [8]. Existing data predate the 2020 coronavirus pandemic,
and the ensuing economic crisis will almost certainly increase pressure with respect to housing systems
and housing exclusion [22]. The World Health Organization has a very clear target: to assess and
quantify the effect on health of housing conditions and how housing risks contribute to environmental
and health inequalities [23]. In Spain, 5% of the Spanish population lives in insecure housing and 10%
in inadequate housing, but we do not know how this affects the health of the population. While there
is some existing evidence on how living in insecure and inadequate dwellings affects health, there is no
rigorous data on the specific risks and preventive factors that influence the SRH of people experiencing
housing exclusion [18].
1.1. Self-Rated Health (SRH)
Self-rated health (SRH), also called self-assessed health or self-perceived health, is one of the
most commonly analyzed variables in epidemiology but remains relatively rarely used in studies
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of health and housing. SRH is based on individuals evaluating their own health status on a four-
or five-point scale, which can then be used to analyze risk factors associated with individual health
status [24]. In some studies of the relationship between SRH and physical health within the general
population, no association was found between SRH and health factors such as hospital morbidity,
occupational accidents, and consumption of medicines among the Spanish general population [25].
However, more recent studies in the general Spanish population demonstrated the relationship between
objective health and SRH [26,27], whereas studies in other countries identified relationships with
physical disability [28], functional performance, physical and social activity [29], or mental health [30].
The use of SRH measures in national and international surveys has increased following demonstration
of the relationship between SRH and mortality [31], and SRH has become an established tool in national
surveys [32] and for measuring health characteristics and inequalities [24]. Given its established
reliability [33], the SRH measure is a helpful tool for predicting future health issues, as well as measuring
current health [34,35]. There is some evidence that SRH is a more effective predictor of mortality
among men than women and that there are also some differences in effectiveness across ethnic and
socio economic groups [36]. Likewise, Zajacova and Woo (2016) found SRH to be less reliable among
older populations, possibly due to variations in self-evaluation over the life course and requiring care
in comparing different age groups [37]. Despite these limitations, SRH remains a valuable indicator of
health-related quality of life (HRQoL), which conveys individuals’ own evaluation of their physical,
mental, and social health status, drawing on their perceptions and experiences [14,38,39].
1.2. Life Satisfaction
Life satisfaction (LS) can be defined as an individual’s overall appraisal of the quality of their
life [40]. It is the ultimate goal of human development and it is important to subjective wellbeing (SWB)
and adaptive psychosocial functioning [41] as a positive indicator of psychological wellbeing [42].
1.3. Social Support
Social support as a multidimensional construct encompassing the type of interpersonal interaction
and relationship experienced by an individual, in addition to a belief that they are cared for and loved,
esteemed, and valued, and that they are a part of the communication network [43–45]. The two main
aspects of received and perceived social support are considered in current literature; while received
social support implies the particular supportive behavior which is provided to recipients by their
supportive networks, perceived social support, as a subjective part of this concept, refers to the
recipient’s perceptions regarding how existing support is made available to satisfy their needs [46,47].
1.4. Personal Variables and SRH
Gender is a key variable where higher mortality rates are reported for males than females,
even though women tend to report more symptoms and use of health services, as well as poorer
SRH, than men [48]. However, a study of the Spanish working population by Pinillos-Franco and
García-Prieto [49] found that the gap in self-rated health is related to education levels, with women’s
health being poorer among the less educated, reflecting their precarious labor-market and household
conditions. Zajacova, Huzunbazar, and Todd [50] also found that the tendency of women to register
poorer SRH was lower for older age groups, and other studies have indicated that women’s health
ratings may be lower than men’s during early adulthood [51]. However, evidence also suggests that
this gender difference may reduce with age [52]. To sum up the evidence to date, men and women
appear to evaluate their health differently [53] and SRH tends to predict mortality better for men than
women [33,35]. However, Zajacova et al. (2017) [50] found that men and women’s concurrent SRH
validity was similar for comparable health factors.
As health problems increase with age, older people are more likely to report poorer SRH [49,50].
For the Spanish population, previous research has indicated that being female and aged over 50 are
characteristics associated with a higher probability of poor health [14] and being homeless [54]. Having a
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lower level of education is also a health risk variable in the homeless population living in shelters [55].
Life satisfaction is positively linked to longevity, social relationships, health, SRH, and positive
health behaviors and inversely related to psychiatric morbidity, and all-cause, disease-specific,
and injury mortality [56–59]. Overall, evidence suggests a positive relationship between SRH and life
satisfaction [60–62]. Evidence to date has not, however, examined the influence of the characteristics of
people living in housing exclusion on SRH in Spain since the 2008 economic crisis. The paper seeks to
fill this gap by addressing the question of whether some sociodemographic variables such as gender,
age, level of education, and life satisfaction influence the health of people in the housing exclusion
situation in Spain.
1.5. Health Variables and SRH
This study was conducted in the aftermath of the Great Recession where the financial burden
of housing costs in Spain increased, as did the number of evictions. A further economic recession
is expected in Spain in the coming years, following the impact of the 2020 coronavirus pandemic.
The expectation in the European Union is that the unemployed population in Spain will increase to 20%
in 2021. In light of this problematic situation, it is important to know what health variables can reduce
the impact on SRH and what other risk factors could increase it, in order to help prevent poor health
and optimize positive health outcomes [63]. It is, therefore, important to consider if having a diagnosed
long-term illness could be a risk factor for SRH [64] or could be a relevant factor to be aware of in order
to acknowledge the importance of taking care of the health of people living in housing exclusion.
In a recent study of the Spanish homeless population living in shelters, having a disability and
not having a security card were risk factors for SRH [14]; however, no information was provided about
how they can affect the Spanish population under specific housing exclusion. In the same direction,
it was demonstrated that having a health card in Spain was a preventative factor for homeless people
living in shelters and on the street. As Spain has a public health system, this analysis examines whether
being uninsured affects the health of Spanish people in housing exclusion.
From 2013 to 2019, the price of rent in Spain increased by 50%, and 64% of low-income families
spent more than 40% of their income paying rent [65]. Consequently, many households facing social
exclusion had to be helped by NGOs providing free food, raising the question of whether experiencing
poverty-related hunger or food insecurity influences the health of Spanish people in housing exclusion.
There are two categories of indicators of food insecurity. The first is based on the adequacy of food
consumption, and the second is based on the severity of constrained food access [66]. In this study,
the second category was used.
1.6. Social Support and SRH
The influence of social support on individuals’ disease recovery, coping resources, and HRQoL
is notable [67–71]. Several studies demonstrated that, in both Western and Eastern communities,
perceived social support is positively associated with HRQoL in certain groups, e.g., those with
acute or chronic diseases [72–79], the elderly [80,81], and immigrant workers and employees [82,83].
Across studies to date, higher scores on affective, confidant, and instrumental support correlated with
higher physical and mental health scores. Strong, positive correlations have also been found between
perceived social support and self-rated physical and mental health [84].
The remainder of this paper presents the research method for and findings from an analysis of the
influence of personal characteristics (gender, age, education level, and overall life satisfaction),
health variables (diagnosed long-term illness, experiencing poverty related hunger, and being
uninsured), and social support (disabled person in household, divorced/relationship breakdown,
giving care, widow/bereavement, and household size) on the SRH of people in housing exclusion
in Spain.
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1.7. The Present Study
As noted above, even though Fajardo-Bullón et al. (2019) [14] analyzed the variables that influence
the self-rated heath (SRH) of homeless people in Spain, there has been no prior analysis of influences
on the health of the population living in housing exclusion in a Spanish sample. Therefore, this paper
presents new analysis, and the aim of the study was threefold: (1) to analyze the influence of some
personal characteristics (gender, age, education level, and overall life satisfaction) on the SRH of
people experiencing housing exclusion in Spain, (2) to analyze the influence of some health variables
(diagnosed long term illness, experiencing poverty related hunger, and being uninsured) on the SRH
of people experiencing housing exclusion in Spain, and (3) to analyze the influence of social support
(e.g., with a disability or socioeconomic household vulnerability) on the SRH of people experiencing
housing exclusion in Spain. By identifying risk and prevention factors, the results aim to inform
interventions to improve the health of those living in housing exclusion in Spain. For these purposes,
a logistic regression model was used in order to incorporate all the variables in a unique and validated
model. More information about the variables is presented in Section 2.
2. Materials and Methods
The estimation process and analysis performed in this paper used the 2018 EINSFOESSA
(FOESSA Survey of Social Integration and Needs) database. This survey was collected by the independent,
nonprofit Spanish foundation, FOESSA, for the FOESSA Report on Exclusion and Social Development in
Spain [2], a widely recognized and highly regarded evidence base on social exclusion in Spain. The core
study was conducted by more than 125 researchers from 30 universities and 15 social institutions
and NGOs. It is one of the largest surveys funded and carried out by an independent institution
in Spain and is accepted as fully comparable with the official statistics, including the EU Survey on
Income and Living Conditions (EU-SILC). FOESSA allows any researcher to use the microdata upon
request, so that secondary analyses can be conducted with this information. This survey was selected
instead of other official surveys because of the detailed information about housing, which allows
the analysis of housing exclusion by applying the ETHOS classification. A particular strength of the
EINSFOESSA survey is that it includes categories of housing exclusion such as illegal occupation,
nonconventional dwellings, or temporary structures, which are usually excluded from analysis in
official databases such as EU-SILC or the National Health Survey, which are based on dwellings
counted in the official census.
The EINSFOESSA survey was carried out by means of personal interviews using a structured
questionnaire, which was precoded in 99% of the variables. Interviews were conducted between
19 January and 23 April 2018. A two-stage geographical selection procedure was used, with a first
selection of census sections and a second selection using random routes. The pretrained interviewers
worked on a total of 716 routes distributed in 464 municipalities in Spain. The study was performed in
accordance with the Declaration of Helsinki, assuring anonymity in the answers, the confidentiality of
the obtained data, and its exclusive use for research purposes [2].
The household was the unit of analysis of the survey, with 11,615 households sampled and a
sampling error of ±5%, giving a sample size almost equal to the European Union Statistics on Income
and Living Conditions (EU-SILC) sample for Spain. For our secondary analysis of people experiencing
housing exclusion, a subsample of households was extracted from the dataset. The EINSFOESSA survey
utilizes two key definitions of housing exclusion which are very close to the ETHOS classification [2],
giving a final sample of 1574 household for the analysis of housing exclusion:
(1) Living in insecure housing is considered when one or more of the following three variables are
present in the household:
• Precarious tenancy (provided free of charge by other persons or institutions, sublet,
illegally occupied).
Int. J. Environ. Res. Public Health 2020, 17, 8983 6 of 17
• Having suffered a threat (immediate or otherwise) of expulsion from the dwelling due to
economic problems in the household.
• Households in which some member has suffered in the last year or currently suffers physical
or psychological mistreatment.
(2) On the other hand, living in inadequate housing appears when the household shows at least one
of the following variables:
• Households in an infra-housing situation (shanty, shack, prefabricated, or similar).
• Households in dwellings with serious deficiencies in construction, ruin, etc.
• Households in a situation of severe overcrowding (<15 m2/person).
• Households living in highly degraded environments.
• Households that do not have basic supplies or equipment (running water, hot water, electricity,
sewage disposal).
For the remainder of the paper, housing exclusion is defined as living in insecure housing or
inadequate housing.
2.1. Variables
Since the aim of the analysis was to measure the impact of some variables on health status,
the self-rated health status was taken as the dependent or explained variable. SRH was derived
from the self-perception of health in the EINSFOESSA survey using five categories ranging from
“very poor health” to “very good health”. For this analysis, these were recoded into three categories:
poor (original “very poor” and “poor), regular, and good (original “very good” and “good”), with “good”
being the reference category.
Different groups of variables were identified: those related to personal characteristics (gender, age,
educational level, and overall life satisfaction), others related to health variables (diagnosed long-term
illness, experiencing poverty related hunger/food insecurity, and being uninsured), and aspects of
social support (relating to disability, disabled person in household, divorced/relationship breakdown,
widow/bereavement (men and women), giving care, and household size).
Additionally, age and household size, overall life satisfaction, and education were considered
metric variables. EINSFOESSA uses five classifications of overall life satisfaction from “very unhappy”
to “very happy” and nine possible values for education, from “no studies” to “university degree”.
Therefore, higher numerical values in both variables correspond, respectively, to higher educational
attainment and overall life satisfaction and vice versa. The remaining variables are all binary, with 1
if the individual is female, widowed/bereaved (including men, widowers, women, and widows),
divorced (relationship breakdown), or given care (helping or having helped when others have
problems), and if at least one household member is a disabled person, has a diagnosed long-term
illness, or is experiencing poverty-related hunger.
2.2. Statistical Analysis
Due to the characteristics of the dependent variable (a categorical variable with three options),
a logistic regression model or multinomial logit was used. This model takes one of the categories
as a basis—in this case, category 1 or “good health”—and estimates the probability of belonging to
one of the alternative categories—“regular health” or “poor health”—instead of declaring a good
health status, as well as the effect of various explanatory or exogenous variables on that differential
probability. In other words, the impact of each variable on whether the state of health is good or
not is presented, considering two different alternatives. The ratio of the probability of choosing one
outcome category over the probability of choosing the baseline category is modeled as a function that
depends on a set of explanatory factors, collected in the vector x, as well as the impact that the factors
have on the probability expressed in the parameter β. Therefore, the coefficients in Table 1 should be
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interpreted as a greater probability of presenting a regular or bad health status than a good one if they
are positive, and as a lower probability in the opposite case. The analysis was performed using the
statistical software Stata v.15 for OSX (StataCorp LLC, College Station, Texas, USA).
Table 1. Descriptive statistics.
Variable N Percentage
Male household head 949 60.34%
Female household head 624 39.66%
Divorced/relationship breakdown 259 15.82%
Widow/bereavement 107 6.79%
Giving care 1129 71.73%
Disabled person in household 255 16.20%
Diagnosed long-term illness 392 24.90%
Experiencing poverty related




Educational level 3.02 0.0275
Overall life satisfaction 3.03 0.0292
Household size 3.38 0.4768
Explained Variable N Percentage
Good health 1049 66.64%
Regular health 338 21.44%
Bad health 170 11.91%
Source: FOESSA Survey of Social Integration and Needs (EINSFOESSA) 2018.
3. Results
The results in Table 1 describe the situation of households in a situation of residential exclusion,
whose household heads were generally men—although one-third are women—in middle age, close to
50 years old. With respect to the explained variable, almost two-thirds of respondents reported a
perceived good health status and about 12% reported a poor health status. An important finding is
the high percentage of people who declared helping others, along with the relevant health coverage,
mainly public, of the Spanish society. With regard to households, they were not very large, with three
members on average, and the percentage of households that reported suffering or having suffered from
hunger, an extreme form of poverty and exclusion with a clear impact on health, is striking. Lastly,
the low educational level of the population in a situation of residential exclusion, together with the
general degree of satisfaction with life, slightly higher than the average, is also striking.
The multinomial logistic regression model estimated the self-perceived state of health as a dependent
variable, as well as the relationship between this variable and the factors described in the previous
section. Repeated estimates were performed to select the significant variables, successively removing
those without any explanatory power. The final outcome was the best possible model shown in Table 2
with a pseudo R2 = 0.3561.
To facilitate understanding of the results, the estimates of regular and poor health status relative to
the reference category (good) are shown in parallel columns. The respective 95% confidence intervals
are shown in brackets.
Int. J. Environ. Res. Public Health 2020, 17, 8983 8 of 17
Table 2. Estimation of health status (“good” status fixed as base outcome).
Psychosocial
Variables Variables “Regular” vs. “Good” “Poor” vs. “Good”
Personal characteristics
Gender 0.1363 (−0.2332; 0.5057) 0.5319 ** (0.0063; 0.0444)
Age 0.0269 ** (0.0151; 0.0386) 0.0298 ** (0.0123; 0.0473)
Educational level −0.2207 ** (−0.3936; −0.0478) −0.3945 ** (−0.6553; −0.1360)
Overall life satisfaction −0.3332 ** (−0.4869; −0.1795) −0.5697 ** (−0.7960; −0.3436)
Health characteristics
Diagnosed long-term illness −2.6551 ** (−3.0570; −2.2532) −4.4731 ** (−5.0740; −3.8723)
Experiencing poverty related
hunger/food insecurity 0.4015 * (−0.0687; 0.8718) 0.8427 ** (0.1859; 1.4994)
Uninsured 0.4257 (−1.1615; −2.0128) 2.2749 ** (0.5124; 4.0374)
Social Support
Divorced/relationship
breakdown 0.2733 (−0.1888; 0.7354) 0.3058 (−0.3218; 0.9335)
Widow/bereavement 0.8009 ** (0.0921; 1.5098) 0.8246 * (−0.0872; 1.7365)
Giving care 0.6127 ** (0.2304; 0.9950) 0.4986 * (−0.0441; 1.0414)
Disabled person in household 0.5958 ** (0.1327; 1.0590) 1.3735 ** (0.8273; 1.9198)
Household size −0.1648 ** (−0.2660; −0.0636) −0.1067 (−0.2577; 0.0444)
Constant 3.7087 ** (2.3728; 5.0446) 5.7211 ** (3.8264; 7.6157)
Pseudo R2 0.3561
Sample size 1574
Source: Authors’ elaboration from Stata 15. ** 5% significance, * 10% significance.
3.1. Personal Variables and SRH
The results reported in Table 2 show for these variables the signs expected a priori, as well as slight
differences in significance for both categories of the dependent variable. Starting with the personal
variables most related to sociodemographic issues, gender—being a woman—increased the possibility
of having a poor state of health, although this effect ceased to be significant when the individual’s
state of health was regular. Age, as stated in most previous research, increased the risk of worsening
health or, at least, of participants personally evaluating their state of health as poorer. This effect
was significant at 5% for both categories of perceived health status. In both cases, it was estimated
that an older person had a greater probability of having a worse health status, although there were
no significant differences between regular and poor health status. Educational attainment showed
the opposite effect to age as expected, again being a significant variable for both levels of health.
According to the results of Table 2, a higher level of education improved the perceived state of health
and this was likely to relate to better nutrition and greater access to preventive health, as derived from
the sign of the coefficients. Being negative, they indicated that a higher level of education reduced
the probability of reporting a bad or fair health status versus a good one. Moreover, this reduction
effect increased as the good health status was compared to worse situations. Lastly, the effect of overall
life satisfaction was considered. A priori, a satisfied person in all areas of his life was expected to
perceive their health status better. The results confirmed this hypothesis; for both alternative health
states, the coefficients were significant at 5% and showed the expected signs.
3.2. Health Variables and SRH
While the health variables introduced into the analysis may also be considered “personal”, the aim
was to specifically measure the incidence of various health problems in the population surveyed and
their relevance to the state of self-perceived health. The most significant variable with the greatest effect
was having a diagnosed disease. This variable had a strong risk reducing effect of having a regular
state of health, an effect that was doubled for a poor state of health. These results seem to indicate that,
despite being ill, knowing this improves the subjective state of health (this apparently inconsistent
result is explained in more detail in Section 4). Along with this factor, being or having recently gone
hungry was used as a proxy for nutritional conditions. Again, it was a significant variable that, in this
case, worsened health status with a greater impact on poor health status. Lastly, although the national
health system in Spain is universal, it is possible to find people without health coverage in the socially
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excluded population. In this case, the variable was only significant for poor health status with a notable
effect of increasing the risk of that status.
3.3. Social Support and SRH
The third group of variables related to the ability to have personal relationships with others,
called social support herein. Specifically, two of the variables indicated whether the person lived with a
partner, differentiating the reason: divorce/relationship breakdown, which was a nonsignificant variable
for both alternative states of health, and widowhood/partner bereavement, which was significant
for regular and poor health states, having the effect of increasing the probability of not perceiving
a good state of health. Being widowed further increased the risk for the worst level of health with
respect to the intermediate one. A third variable related to relational aspects included the possibility of
giving care. According to Table 2, giving care, whether family members or not, worsened the state of
health, probably due to the additional workload. However, as the alternative state of health worsened,
this effect was lower in magnitude and in significance; it was significant at 5% for the regular state of
health and at 10% for the poor state of health.
Among this set of variables related to the household rather than to the person, different phenomena
were considered. The first of these was the presence of a person with a disability in the household.
This was the factor with the greatest effect on the probabilities of not having a good state of health. It is
important to point out that it does not refer to the interviewed person having a disability, but to at least
one person in the household being disabled. In this case, the impact was doubled when explaining
a poor or very poor state of health compared to a regular state of health. This fact may explain the
result obtained for another of the variables, the household size. In this case, a larger size reduced the
risk of having a state of health that was different from good, with a significance of 5% in both cases.
The probability reducing impact increased when the alternative was a poor health status.
4. Discussion
The first goal of this paper was to analyze the effect of some personal variables on SRH. Our results,
in line with previous studies [14,25,26,48], demonstrated how being a woman led to higher likelihood
of poor health than good health, in comparison to being a man. Being young and having a high
educational level were variables that increased the likelihood of good health with respect to regular and
poor health. The scientific literature shows different results regarding health and gender. The influence
of gender on SRH diverges depending of the country and the date of data collection. In the year 2004,
the Survey of Health, Aging, and Retirement in Europe (SHARE) showed differences between gender
and SRH, with higher rates of poor health in females; however, when diseases were added to the
equation, the odds of females rating their health poorly were insignificant in Belgium, Italy, and Spain.
Indeed, as Crimmins et al. (2011) reported for 11 European countries, if men and women had the same
disabilities and diseases, men in five countries would report worse health than women, whereas women
would report worse health in no countries [85]. Wolf et al. (2016) found a lack of robust evidence on
the health of homeless women in Europe [86]. More research is needed in this area. Looking at the
educational level, the results obtained herein were similar to those obtained previously with a Spanish
sample of the European Union statistics on income and living conditions (EU-SILC) in the year 2014,
where the educational level was the most important personal variable in preventing poor health [87].
These results also appeared in the Spanish homeless population [14]; thus, developing education
programs could prevent health difficulties. In relation to the age variable, research demonstrated that
older homeless people have higher rates of geriatric syndromes than the general older population [88]
and are admitted to hospital 10 or 15 years earlier than the general population [89]. Our results
showed a similar situation with people experiencing housing exclusion, where advanced age was a
risk factor. An important distinction can be made between old people who were previously homeless
for a long time and those who first end up homeless at an older age, and research has shown that the
life expectancy among people experiencing homelessness is a lot lower [90].
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At the same time, our results showed how high life satisfaction is a preventive factor for good
health. These results for the Spanish housing exclusion population agree with other international
studies in Mexico [56,61], Turkey [60], China [62], and the United States (US) [57]. In this regard, a US
population study reported that lower life satisfaction (LS) was inversely related to HRQoL and to the
prevalence of adverse health behaviors and chronic disease, leading the authors to conclude that LS
may be an important concept for public health research [91].
The second goal of this paper was to analyze the effect of some health variables on SRH.
The results showed that having a diagnosed long-term illness was a preventive factor which increased
the probability of having good health with respect to regular or poor health in the Spanish housing
exclusion population. While this may look like a counterintuitive contradiction, it could also provide
motivation for frequent health checks, where greater consciousness of health status encourages greater
self-care. To reassure patients of the best possible health outcome from treatment, it is crucial to
make the correct diagnosis as soon as possible. Getting the diagnosis right will enable tailored
decision-making that will benefit the patient’s recovery [63]. However, our results diverge from
other studies on populations that were not socially excluded, where diagnostic labeling could harm
perceived health [64]. The following question arises: Are these differences related to the conditions
of people experiencing housing exclusion or not? More future studies on this topic are needed.
Moreover, experiencing poverty-related hunger/food insecurity increased the likelihood of having
regular and poor health. These results correspond with previous international research where food
insecurity was associated with a higher prevalence of chronic disease in adulthood [92] and with a poor
SRH [93,94], even more so in people with experiences of social exclusion and racial discrimination [95].
In the same direction, being uninsured increased the probability of having regular and poor health.
These results agree with international studies that associated being uninsured to poor health [96,97]
and mortality [98]. Previous research on Spanish people experiencing homelessness showed how
people who had a health card (public insurance) were significantly more likely to perceive good health
than poor health [14].
Lastly, the third aim of the paper was to analyze the effect of some variables related to social
support on SRH. Our results showed that widowhood/partner bereavement increased the probabilities
of poor health. Research suggests that, although the effect of divorce on health tends to be temporary
(not significative in our results), the effect of widowhood is more likely to endure [99]. Our results
agree with results in the European Union, where, in many cases, being a widow was connected to
living alone and this situation was associated with worse health [100] and lower life satisfaction in
comparison to people living with a partner [101], while single-person households were also at greater
risk of poverty and social exclusion. This is a widespread phenomenon. In England, France, Sweden,
and Germany, more than one-third of all households live alone and, in countries such as Canada, Russia,
and Spain, more than one-quarter of homes are single-person households [102]. Research suggests
that, in order to save or extend lives, it is important that healthcare providers should, during patient
examinations, assess isolation [103]. From a health perspective, this is highly relevant; we can expect
that, during current circumstances, with a global coronavirus pandemic, there will be an increase in
social isolation and involuntary loneliness.
Previous studies have shown marital status to be associated with better physical and psychological
wellbeing. The typical focus of analysis in research on marriage and mental health has been internalizing
problems (usually depression or symptoms of mental dysfunction) and externalizing problems such as
substance use and abuse (especially alcohol) [104,105]. The findings of SEM analysis demonstrated
that being married was significantly associated with a higher level of perceived social support for both
genders [106]. In prior research, single individuals were found to report higher levels of depression,
anxiety, mood disorders, adjustment problems, and other forms of psychological distress, as well
as a higher rate of alcohol-related problems [107,108]. In addition, popular social stereotypes that
depict single individuals as miserable, lonely, unhappy, insecure, more neurotic, less satisfied with
their lives, with lower self-esteem, less satisfied with their relationship status, and desiring to change
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their relationship status compared to individuals in relationships [109,110] enhance a negative view of
single individuals’ mental health.
The data suggest that people who have a responsibility to care for others have worse SRH. Having a
disabled person in the household appeared to be a powerful variable that increased the probability of
poor health with respect to good health. These results may reflect deficiencies in the care system in
Spain, since most of the care for these persons is carried out by family members with a consequent effect
on the carer’s personal health [2]. In comparison, household size increased the probability of having
good health with respect to poor health. The results can be explained, on the one hand, by the greater
capacity for mutual help as more people live in the household and, on the other, by the positive effect on
the perception of health of intrafamily relationships. It is important to remember that, when the number
of occupants is higher than the number of rooms, it is defined as overcrowding by Eurostat [111]. This is
considered as possible inadequate housing (severe overcrowding, <15 m2/person); thus, the number
of people in the house is only considered a positive factor for health when it is not causing a severe
overcrowding situation. That said, social contact has a positive influence on life satisfaction and is
simultaneously associated with good SRH [101]. Other similar results showed how living with parents
or grandparents increased individual social capital, with healthy people living in two-generation
households having longer life expectancy than healthy people living on their own [112].
Limitations and Future Research Directions
It is important to clarify some possible limitations of the research paper. Although we argued for
the validity of SRH, the use of self-reporting for general health and the remainder of the associated
variables analyzed may be considered itself a limitation. Data are self-reported and subject to recall
and social desirability bias. However, this is a common methodology used in big national surveys
in Spain [26,27] and traditionally recommended to be used internationally [32,35]. However, there is
scope for future research to analyze and compare SRH with objective measures of health in the Spanish
housing exclusion population. According to the results, future research directions could be oriented
to develop interventions that could increase the factors that promote good health and a system for
early warnings [113]. At the same time, it is crucial to further investigate social and health policies that
could remove the risk factors that influence the SRH of people in housing exclusion.
5. Conclusions
Recognizing that the living environment influences individual and public health, this paper used
the ETHOS definition of housing exclusion and EINSFOESSA survey of social exclusion in Spain to
examine the influence of key psychosocial variables on the health of people living in situations of
housing exclusion. While housing is an important determinant of health and substandard housing is a
major public health issue, there has been no prior analysis of influences on the health of the population
living in housing exclusion. The impact of inadequate housing on health in Spain is among the highest
in the European Union, but there are no rigorous data on the specific risk and preventive factors that
influence the SRH of people experiencing housing exclusion. The new analysis presented here revealed
the influence of personal characteristics, health variables, and social support on the SRH of people
experiencing housing exclusion in Spain.
The logistic regression model identified risk and prevention factors to inform interventions to
improve the health of those living in housing exclusion. The statistical analysis revealed several
patterns across the range of psychosocial variables considered for households living in situations
of insecure and inadequate housing. Being female was associated with poorer health, as was the
process of aging. Higher levels of education were associated with better health (and lower education
levels with poorer health). Having a diagnosed long-term illness may be a preventive factor against
poorer health, where the knowledge of the illness precipitates regular health interventions and
results in individuals taking better care of their health. Effects of poverty such as experiencing
poverty-related hunger/food insecurity increased the probability of regular and bad health against
good health. As with other societies which have a public health system, those who were not insured
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for that system faced an increased probability of poor health. Among social variables, the experience of
widowhood/bereavement was associated with increased reporting of regular or poor health (rather than
good health). Having caring responsibilities for others increased the likelihood of reporting only
regular or good health, and this was also the case where a member of the household was disabled.
While our findings indicate associations rather than explain causal effects, they nonetheless emerge
from a robust dataset and rigorous analysis. Overall, the analysis would support the following possible
health and welfare interventions to improve the health status of those living in housing exclusion:
(1) Targeted health interventions toward women and older age groups;
(2) Targeted interventions toward households who have experienced bereavement to tackle both
social isolation and economic disadvantages faced by single-person households;
(3) Targeted support toward those with caring interventions and disabled people;
(4) Strategies to optimize educational achievement;
(5) Approaches to maximize health insurance coverage and ensure that existing health conditions
are diagnosed and effectively treated, encouraging improved personal healthcare;
(6) Measures to reduce poverty and ensure improved food security.
As the situation of housing exclusion was a “given” factor in the analysis, the results do not
address the fundamental question of tackling housing exclusion itself as a social problem. However,
a very substantial evidence base exists on the parallel benefits of improved housing, as well as
appropriate healthcare and social support, in improving the health and wellbeing of disadvantaged
citizens [114,115].
Author Contributions: Conceptualization, F.F.-B. and I.E.; data curation, J.P.-M.; formal analysis, J.P.-M.;
methodology, J.P.-M.; project administration, F.F.-B. and J.P.-M.; supervision, I.A. and M.K.; writing—original
draft, F.F.-B., I.E., I.A., and M.K.; writing—review and editing, F.F.-B., I.E., I.A., and M.K. All authors read and
agreed to the published version of the manuscript.
Funding: This research received no external funding.
Acknowledgments: We are grateful to the FOESSA FOUNDATION for the dataset.
Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to
publish the results.
References
1. Feantsa ETHOS: European Typology on Homelessness and Housing Exclusion. Available online: https://www.
feantsa.org/en/toolkit/2005/04/01/ethos-typology-on-homelessness-and-housing-exclusion (accessed on
1 October 2020).
2. Fundación Foessa VIII Informe Sobre Exclusión y Desarrollo Social En España. Available online: https://caritas-
web.s3.amazonaws.com/main-files/uploads/sites/16/2019/05/Informe-FOESSA-2019-completo.pdf (accessed on
19 August 2019).
3. Amore, K.; Baker, M.; Howden-Chapman, P. The ETHOS Definition and Classification of Homelessness:
An Analysis. Eur. J. Homelessness 2011, 5, 19–37.
4. Edgar, B. The ETHOS Definition and Classification of Homelessness and Housing Exclusion. Eur. J. Homelessness
2012, 6, 219–225.
5. Spanish Government Estrategia Nacional Integral para Personas Sin Hogar 2015–2020. Available online:
www.mscbs.gob.es (accessed on 21 September 2020).
6. Baptista, I. Strategically Moving Forward in Combatting Homelessness in Spain. Eur. J. Homelessness 2016,
10, 89–110.
7. INE Draft Survey on Homeless People (SHP-2012). Available online: http://www.ine.es/en/daco/daco42/
epsh/epshper_12_en.pdf (accessed on 23 September 2020).
8. Rodríguez Cabrero, G.; Marbán Gallego, V.; Arriba González de Durana, A.; Montserrat Codorniu, J.
National Strategies to Fight Homelessness and Housing Exclusion Spain; European Comission: Brussels, Spain, 2019.
Int. J. Environ. Res. Public Health 2020, 17, 8983 13 of 17
9. FEANTSA and Fondation Abbé Pierre Fifth Overview of Housing Exclusion in Europe. Available online:
https://www.feantsa.org/public/user/Resources/OHEE/2020/Fifth_Overview_of_Housing_Exclusion_in_
Europe.pdf (accessed on 5 November 2020).
10. Fowler, P.J.; Hovmand, P.S.; Marcal, K.E.; Das, S. Solving Homelessness from a Complex Systems Perspective:
Insights for Prevention Responses. Annu. Rev. Public Health 2019, 40, 465–486. [CrossRef]
11. Munthe-Kaas, H.M.; Berg, R.C.; Blaasvær, N. Effectiveness of interventions to reduce homelessness:
A systematic review and meta-analysis. Campbell Syst. Rev. 2018, 14, 1–281. [CrossRef]
12. American Public Health Association Housing and Homelessness as a Public Health Issue. Available online:
https://apha.org/policies-and-advocacy/public-health-policy-statements/policy-database/2018/01/18/
housing-and-homelessness-as-a-public-health-issue (accessed on 5 November 2020).
13. Hannigan, T.; Wagner, S. Developing the “Support” in Supportive Housing Center for Urban Community Services
Made Possible by A Grant from the A Guide to Providing Services in Housing; Corporation for Supportive Housing:
New York, NY, USA, 2003.
14. Fajardo-Bullón, F.; Esnaola, I.; Anderson, I.; Benjaminsen, L. Homelessness and self-rated health: Evidence from
a national survey of homeless people in Spain. BMC Public Health 2019, 19, 1–11. [CrossRef]
15. Rolfe, S.; Garnham, L.; Godwin, J.; Anderson, I.; Seaman, P.; Donaldson, C. Housing as a social determinant of
health and wellbeing: Developing an empirically-informed realist theoretical framework. BMC Public Health
2020, 20, 1138. [CrossRef]
16. Bonnefoy, X. Inadequate housing and health: An overview. Int. J. Environ. Pollut. 2007, 30, 411–429.
[CrossRef]
17. Krieger, J.; Higgins, D.L. Housing and health: Time again for public health action. Am. J. Public Health 2002,
92, 758–768. [CrossRef]
18. Ige, J.; Pilkington, P.; Orme, J.; Williams, B.; Prestwood, E.; Black, D.; Carmichael, L.; Scally, G. The relationship
between buildings and health: A systematic review. J. Public Health 2019, 41, E121–E132. [CrossRef]
19. Ahrendt, D.; Dubois, H.; Jungblut, J.M.; Roys, M.; Nicol, S.; Ormandy, D.; Ezratty, V.; Fox, T.; Sennett, J.;
Pittini, A. Inadequate Housing in Europe. Costs and Consequences; Eurofound: Luxemburgo, 2016.
20. Feantsa. 2019 Semester: Homelessness and Housing Exclusion on the European Commission’ s Radar; European Federation
of National Organisations Working with the Homelessness: Brussels, Belgium, 2019.
21. Foundation Abbé Pierre; Feantsa. Fourth Overview of Housing Exclusion in Europe; European Federation of
National Organisations Working with the Homelessness: Brussels, Belgium, 2019.
22. OECD Housing amid Covid-19: Policy Responses and Challenges. Available online:
https://www.oecd.org/coronavirus/policy-responses/housing-amid-covid-19-policy-responses-and-
challenges-cfdc08a8/#section-d1e145 (accessed on 5 October 2020).
23. World Health Organization Housing and Health. Available online: http://www.euro.who.int/en/health-
topics/environment-and-health/Housing-and-health/housing-and-health (accessed on 22 February 2020).
24. Jylhä, M. What is self-rated health and why does it predict mortality? Towards a unified conceptual model.
Soc. Sci. Med. 2009, 69, 307–316. [CrossRef] [PubMed]
25. Castro-Vázquez, A.; Espinosa-Gutierrez, I.; Rodríguez-Contreras, P.; Santos-Iglesias, P. Relación entre el
estado de salud percibido e indicadores de salud en la población española. Int. J. Clin. Health Psychol. 2007,
7, 883–898.
26. Malmusi, D.; Artazcoz, L.; Benach, J.; Borrell, C. Perception or real illness? How chronic conditions contribute
to gender inequalities in self-rated health. Eur. J. Public Health 2012, 22, 781–786. [CrossRef] [PubMed]
27. Morcillo, V.; Lorenzo-Cáceres, A.; Domínguez, P.; Rodríguez, R.; Torijano, M.J. Desigualdades en la salud
autopercibida de la población española mayor de 65 años. Gac. Sanit. 2014, 28, 511–521. [CrossRef]
28. Lee, Y.; Shinkai, S. A comparison of correlates of self-rated health and functional disability of older persons
in the Far East: Japan and Korea. Arch. Gerontol. Geriatr. 2003, 37, 63–76. [CrossRef]
29. Leinonen, R.; Heikkinen, E.; Jylhä, M. Changes in health, functional performance and activity predict changes
in self-rated health: A 10-year follow-up study in older people. Arch. Gerontol. Geriatr. 2002, 35, 79–92.
[CrossRef]
30. Fajardo Bullón, F.; León Del Barco, B.; Felipe Castaño, E.; Ribeiro Dos Santos, E.J. Mental health in the age
group 4-15 years based on the results of the national survey of health 2006, Spain. Rev. Esp. Salud Publica
2012, 86, 445–451.
Int. J. Environ. Res. Public Health 2020, 17, 8983 14 of 17
31. Robine, J.-M.; Jagger, C. Euro-REVES Group Creating a coherent set of indicators to monitor health across
Europe: The Euro-REVES 2 project. Eur. J. Public Health 2003, 13, 6–14. [CrossRef] [PubMed]
32. World Health Organization. Health Interview Surveys: Towards International Harmonization of Methods and
Instruments; WHO Office for Europe: Copenhagen, Denmark, 1996; ISBN 92 890 1322 2.
33. Zajacova, A.; Dowd, J.B. Reliability of Self-rated Health in US Adults. Am. J. Epidemiol. 2011, 174, 977–983.
[CrossRef]
34. Jylhä, M.; Volpato, S.; Guralnik, J.M. Self-rated health showed a graded association with frequently used
biomarkers in a large population sample. J. Clin. Epidemiol. 2006, 59, 465–471. [CrossRef]
35. Idler, E.L.; Benyamini, Y. Self-rated health and mortality: A review of twenty-seven community studies.
J. Health Soc. Behav. 1997, 38, 21–37. [CrossRef] [PubMed]
36. Dowd, J.B.; Zajacova, A. Does the predictive power of self-rated health for subsequent mortality risk vary by
socioeconomic status in the US? Int. J. Epidemiol. 2007, 36, 1214–1221. [CrossRef]
37. Zajacova, A.; Woo, H. Examination of Age Variations in the Predictive Validity of Self-Rated Health. J. Gerontol.
Ser. B Psychol. Sci. Soc. Sci. 2016, 71, 551–557. [CrossRef] [PubMed]
38. Amiri, P.; Hosseinpanah, F.; Rambod, M.; Montazeri, A.; Azizi, F. Metabolic syndrome predicts poor
health-related quality of life in women but not in men: Tehran lipid and glucose study. J. Women’s Health
2010, 19, 1201–1207. [CrossRef] [PubMed]
39. Bonomi, A.E.; Patrick, D.L.; Bushnell, D.M.; Martin, M. Validation of the United States’ version of the World
Health Organization Quality of Life (WHOQOL) instrument. J. Clin. Epidemiol. 2000, 53, 1–12. [CrossRef]
40. Diener, E.; Emmons, R.A.; Larsem, R.J.; Griffin, S. The Satisfaction With Life Scale. J. Pers. Assess. 1985, 49.
[CrossRef]
41. Suldo, S.M.; Huebner, E.S. Is Extremely High Life Satisfaction During Adolescence Advantageous? Soc. Indic. Res.
2006, 78, 179–203. [CrossRef]
42. Seligman, M.E.; Csikszentmihalyi, M. Positive psychology. An introduction. Am. Psychol. 2000, 55, 5–14.
[CrossRef] [PubMed]
43. Thoits, P.A. Social Support as Coping Assistance. J. Consult. Clin. Psychol. 1986, 54, 416. [CrossRef] [PubMed]
44. Cobb, S. Social support as a moderator of life stress. Psychosom. Med. 1976. [CrossRef]
45. Schwarzer, R.; Knoll, N.; Rieckmann, N. Social support. Health Psychol. 2004, 158, 181.
46. Gottlieb, B.H.; Bergen, A.E. Social support concepts and measures. J. Psychosom. Res. 2010, 69, 511–520.
[CrossRef] [PubMed]
47. Haber, M.G.; Cohen, J.L.; Lucas, T.; Baltes, B.B. The relationship between self-reported received and perceived
social support: A meta-analytic review. Am. J. Community Psychol. 2007, 39, 133–134. [CrossRef]
48. Bambra, C.; Pope, D.; Swami, V.; Stanistreet, D.; Roskam, A.; Kunst, A.; Scott-Samuel, A. Gender, health inequalities
and welfare state regimes: A cross-national study of 13 European countries. J. Epidemiol. Community Health
2009, 63, 38–44. [CrossRef]
49. Pinillos-Franco, S.; García-Prieto, C. The gender gap in self-rated health and education in Spain. A multilevel
analysis. PLoS ONE 2017, 12, e0187823. [CrossRef]
50. Zajacova, A.; Huzurbazar, S.; Todd, M. Gender and the structure of self-rated health across the adult life
span. Soc. Sci. Med. 2017, 187, 58–66. [CrossRef] [PubMed]
51. Ross, C.E.; Bird, C.E. Sex stratification and health lifestyle: Consequences for men’s and women’s perceived
health. J. Health Soc. Behav. 1994, 35, 161–178. [CrossRef]
52. Gorman, B.K.; Read, J.G. Gender Disparities in Adult Health: An Examination of Three Measures of
Morbidity. J. Health Soc. Behav. 2006, 47, 95–110. [CrossRef]
53. Schneider, U.; Pfarr, C.; Schneider, B.S.; Ulrich, V. I feel good! Gender differences and reporting heterogeneity
in self-assessed health. Eur. J. Health Econ. 2012, 13, 251–265. [CrossRef]
54. Fazel, S.; Geddes, J.R.; Kushel, M. The health of homeless people in high-income countries: Descriptive
epidemiology, health consequences, and clinical and policy recommendations. Lancet 2014, 384, 1529–1540.
[CrossRef]
55. Fajardo-Bullón, F. Características psicosociales de las personas en situación de exclusión social extrema. Int. J.
Dev. Educ. Psychol. INFAD Rev. Psicol. 2011, 4, 101–109.
56. Camacho, D.; Lee, Y.; Bhattacharya, A.; Vargas, L.X.; Kimberly, L.; Lukens, E. High Life Satisfaction: Exploring
the Role of Health, Social Integration and Perceived Safety among Mexican Midlife and Older Adults.
J. Gerontol. Soc. Work 2019, 62, 521–542. [CrossRef]
Int. J. Environ. Res. Public Health 2020, 17, 8983 15 of 17
57. De Neve, J.E.; Diener, E.; Tay, L.; Xuereb, C. The Objective Benefits of Subjective Well-Being; Sustainable
Development Solutions Network: New York, NY, USA, 2013.
58. Koivumaa-Honkanen, H.; Honkanen, R.; Viinamäki, H.; Heikkilä, K.; Kaprio, J.; Koskenvuo, M. Self-reported
life satisfaction and 20-year mortality in healthy finnish adults. Am. J. Epidemiol. 2000, 152, 983–991.
[CrossRef]
59. Lyubomirsky, S.; King, L.; Diener, E. The benefits of frequent positive affect: Does happiness lead to success?
Psychol. Bull. 2005, 131, 803. [CrossRef] [PubMed]
60. Celik, S.S.; Celik, Y.; Hikmet, N.; Khan, M.M. Factors Affecting Life Satisfaction of Older Adults in Turkey.
Int. J. Aging Hum. Dev. 2017. [CrossRef]
61. López-Ortega, M.; Torres-Castro, S.; Rosas-Carrasco, O. Psychometric properties of the Satisfaction with Life
Scale (SWLS): Secondary analysis of the Mexican Health and Aging Study. Health Qual. Life Outcomes 2017,
14, 170. [CrossRef]
62. Ng, S.T.; Tey, N.P.; Asadullah, M.N. What matters for life satisfaction among the oldest-old? Evidence from
China. PLoS ONE 2017, 12, e0171799. [CrossRef]
63. Holmboe, E.S.; Durning, S.J. Assessing clinical reasoning: Moving from in vitro to in vivo. Diagnosis 2014,
1, 111–117. [CrossRef]
64. JØrgensen, P.; Langhammer, A.; Krokstad, S.; Forsmo, S. Diagnostic labelling influences self-rated health.
A prospective cohort study: The HUNT study, Norway. Fam. Pract. 2015, 32, 492–499. [CrossRef] [PubMed]
65. Banco de España Evolución Reciente del Mercado del Alquiler de Vivienda en España. Available online:
https://dialnet.unirioja.es/servlet/articulo?codigo=7128894 (accessed on 28 September 2020).
66. Pérez, W.; Contreras, M.; Peña, R.; Zelaya, E.; Persson, L.Å.; Källestål, C. Food insecurity and self-rated health
in rural Nicaraguan women of reproductive age: A cross-sectional study. Int. J. Equity Health 2018, 17, 146.
[CrossRef] [PubMed]
67. Courtens, A.M.; Stevens, F.C.J.; Crebolder, H.F.J.M.; Philipsen, H. Longitudinal study on quality of life and
social support in cancer patients. Cancer Nurs. 1996, 19, 162–169. [CrossRef] [PubMed]
68. Gattino, S.; Rollero, C.; De Piccoli, N. The Influence of Coping Strategies on Quality of Life from a Gender
Perspective. Appl. Res. Qual. Life 2015, 10, 689–701. [CrossRef]
69. Hardan-Khalil, K.; Mayo, A.M. Psychometric properties of the multidimensional scale of perceived social
support. Clin. Nurse Spec. 2015, 29, 258–261. [CrossRef]
70. Tartaglia, S. Different Predictors of Quality of Life in Urban Environment. Soc. Indic. Res. 2013, 113, 1045–1053.
[CrossRef]
71. Wang, H.H.; Wu, S.Z.; Liu, Y.Y. Association between social support and health outcomes: A meta-analysis.
Kaohsiung J. Med. Sci. 2003, 19, 345–350. [CrossRef]
72. Colloca, G.; Colloca, P. The Effects of Social Support on Health-Related Quality of Life of Patients with
Metastatic Prostate Cancer. J. Cancer Educ. 2016, 31, 244–252. [CrossRef] [PubMed]
73. Costa, D.C.; Sá, M.J.; Calheiros, J.M. The effect of social support on the quality of life of patients with multiple
sclerosis. Arq. Neuropsiquiatr. 2012, 70, 108–113. [CrossRef]
74. Gielen, A.C.; McDonnell, K.A.; Wu, A.W.; O’Campo, P.; Faden, R. Quality of life among women living with
HIV: The importance violence, social support, and self care behaviors. Soc. Sci. Med. 2001, 52, 315–322.
[CrossRef]
75. Ekbäck, M.P.; Lindberg, M.; Benzein, E.; Årestedt, K. Social support: An important factor for quality of life in
women with hirsutism. Health Qual. Life Outcomes 2014, 12, 183. [CrossRef]
76. Ibrahim, N.; Desa, A.; Chiew-Tong, N.K.; Ismail, R.; Zamani, Z. Social support and religious coping strategies
in health-related quality of life of end-stage renal disease patients. Pertanika J. Soc. Sci. Humanit. 2011, 19, 91–97.
77. Ibrahim, N.; Teo, S.S.L.; Din, N.C.; Gafor, A.H.A.; Ismail, R. The role of personality and social support in
health-related quality of life in chronic kidney disease patients. PLoS ONE 2015, 10, e0129015. [CrossRef]
[PubMed]
78. Paterson, C.; Jones, M.; Rattray, J.; Lauder, W. Exploring the relationship between coping, social support and
health-related quality of life for prostate cancer survivors: A review of the literature. Eur. J. Oncol. Nurs.
2013, 17, 750–759. [CrossRef] [PubMed]
79. Tremolada, M.; Bonichini, S.; Basso, G.; Pillon, M. Perceived social support and health-related quality of life
in AYA cancer survivors and controls. Psychooncology 2016, 25, 1408–1417. [CrossRef]
Int. J. Environ. Res. Public Health 2020, 17, 8983 16 of 17
80. Hajek, A.; Brettschneider, C.; Lange, C.; Posselt, T.; Wiese, B.; Steinmann, S.; Weyerer, S.; Werle, J.; Pentzek, M.;
Fuchs, A.; et al. Gender differences in the effect of social support on health-related quality of life: Results of
a population-based prospective cohort study in old age in Germany. Qual. Life Res. 2016, 25, 1159–1168.
[CrossRef]
81. Wedgeworth, M.; LaRocca, M.A.; Chaplin, W.F.; Scogin, F. The role of interpersonal sensitivity, social support,
and quality of life in rural older adults. Geriatr. Nurs. 2017, 38, 22–26. [CrossRef] [PubMed]
82. Rostami, A.; Ghazinour, M.; Nygren, L.; Nojumi, M.; Richter, J. Health-related Quality of Life,
Marital Satisfaction, and Social Support in Medical Staff in Iran. Appl. Res. Qual. Life 2013, 8, 385–402.
[CrossRef]
83. Xing, H.; Yu, W.; Chen, S.; Zhang, D.; Tan, R. Influence of social support on health-related quality of life in
new-generation migrant workers in Eastern China. Iran. J. Public Health 2013, 42, 806–812.
84. Asante, S.; Castillo, J. Social connectedness, perceived social support, and health among older adults.
Innov. Aging 2018, 2, 737. [CrossRef]
85. Crimmins, E.M.; Kim, J.K.; Solé-Auró, A. Gender differences in health: Results from SHARE, ELSA and HRS.
Eur. J. Public Health 2011, 21, 81–91. [CrossRef]
86. Wolf, J.; Anderson, I.; Van den Dries, L.; Filipovic-Hrast, M. The health of homeless women. In Women’s
Homelessness in Europe: A Reader; Mayock, P., Bretherton, J., Eds.; Palgrave M: London, UK, 2016; pp. 155–178.
87. Gumà, J.; Arpino, B.; Solé-Auró, A. Determinantes sociales de la salud de distintos niveles por género:
Educación y hogar en España. Gac. Sanit. 2019, 33, 127–133. [CrossRef] [PubMed]
88. Brown, R.T.; Kiely, D.K.; Bharel, M.; Mitchell, S.L. Geriatric syndromes in older homeless adults. J. Gen.
Intern. Med. 2012, 27, 16–22. [CrossRef]
89. Adams, J.; Rosenheck, R.; Gee, L.; Seibyl, C.L.; Kushel, M. Hospitalized Younger: A Comparison of a National
Sample of Homeless and Housed Inpatient Veterans. J. Health Care Poor Underserved 2007, 18, 173–184.
[CrossRef] [PubMed]
90. McDonald, L.; Dergal, J.; Cleghorn, L. Living on the margins: Older homeless adults in Toronto. J. Gerontol.
Soc. Work 2008, 49, 19–46. [CrossRef]
91. Strine, T.W.; Chapman, D.P.; Balluz, L.S.; Moriarty, D.G.; Mokdad, A.H. The associations between
life satisfaction and health-related quality of life, chronic illness, and health behaviors among U.S.
community-dwelling adults. J. Community Health 2008, 33, 40–50. [CrossRef] [PubMed]
92. Nagata, J.M.; Palar, K.; Gooding, H.C.; Garber, A.K.; Bibbins-Domingo, K.; Weiser, S.D. Food Insecurity and
Chronic Disease in US Young Adults: Findings from the National Longitudinal Study of Adolescent to Adult
Health. J. Gen. Intern. Med. 2019, 34, 2756–2762. [CrossRef]
93. Hernandez, D.C.; Reesor, L.M.; Murillo, R. Food insecurity and adult overweight/obesity: Gender and
race/ethnic disparities. Appetite 2017, 117, 373–378. [CrossRef] [PubMed]
94. Knol, L.L.; Robb, C.A.; McKinley, E.M.; Wood, M. Food Insecurity, Self-rated Health, and Obesity among
College Students. Am. J. Health Educ. 2017, 48, 248–255. [CrossRef]
95. Phojanakong, P.; Brown Weida, E.; Grimaldi, G.; Lê-Scherban, F.; Chilton, M. Experiences of Racial and Ethnic
Discrimination Are Associated with Food Insecurity and Poor Health. Int. J. Environ. Res. Public Health 2019,
16, 4369. [CrossRef]
96. Kwon, E.; Park, S.; McBride, T.D. Effects of the Affordable Care Act on Health Insurance Coverage Among
Middle-Aged Adults. Int. J. Health Serv. 2019, 49, 712–732. [CrossRef]
97. McWilliams, J.M.; Meara, E.; Zaslavsky, A.M.; Ayanian, J.Z. Health of previously uninsured adults after
acquiring medicare coverage. JAMA-J. Am. Med. Assoc. 2007, 298, 2886–2894. [CrossRef]
98. Wilper, A.P.; Woolhandler, S.; Lasser, K.E.; McCormick, D.; Bor, D.H.; Himmelstein, D.U. Health Insurance
and Mortality in US Adults. Am. J. Public Health 2009, 99, 2289–2295. [CrossRef]
99. Umberson, D.; Liu, H.; Powers, D. Marital status, marital transitions, and body weight. J. Health Soc. Behav.
2009, 50, 327–343. [CrossRef] [PubMed]
100. Liu, H. Marital dissolution and self-rated health: Age trajectories and birth cohort variations. Soc. Sci. Med.
2012, 74, 1107–1116. [CrossRef]
101. Eurofound. Household Composition and Well-Being; Publications Office of the European Union: Luxembourg,
2019; ISBN 9789289720403.
102. Klinenberg, E. Social Isolation, Loneliness, and Living Alone: Identifying the Risks for Public Health. Am. J.
Public Health 2016, 106, 786–787. [CrossRef]
Int. J. Environ. Res. Public Health 2020, 17, 8983 17 of 17
103. Pantell, M.; Rehkopf, D.; Jutte, D.; Syme, S.L.; Balmes, J.; Adler, N. Social isolation: A predictor of mortality
comparable to traditional clinical risk factors. Am. J. Public Health 2013, 103, 2056–2062. [CrossRef]
104. Bierman, A.; Fazio, E.M.; Milkie, M.A. A Multifaceted Approach to the Mental Health Advantage of the
Married. J. Fam. Issues 2006, 27, 554–582. [CrossRef]
105. Uecker, J.E. Marriage and mental health among young adults. J. Health Soc. Behav. 2012, 53, 67–83. [CrossRef]
106. Jalali-Farahani, S.; Amiri, P.; Karimi, M.; Vahedi-Notash, G.; Amirshekari, G.; Azizi, F. Perceived social
support and health-related quality of life (HRQoL) in Tehranian adults: Tehran lipid and glucose study.
Health Qual. Life Outcomes 2018, 16, 90. [CrossRef]
107. Braithwaite, S.R.; Delevi, R.; Fincham, F.D. Romantic relationships and the physical and mental health of
college students. Pers. Relatsh. 2010, 17, 1–12. [CrossRef]
108. Johnston, M.W.; Eklund, S.J. Life-Adjustment of the Never-Married: A Review with Implications for Counseling.
J. Couns. Dev. 1984, 63, 230–236. [CrossRef]
109. Greitemeyer, T. Stereotypes of singles: Are singles what we think? Eur. J. Soc. Psychol. 2009, 39, 368–383.
[CrossRef]
110. DePaulo, B.; Morris, W. Singles in society and science. Psychol. Inq. 2015, 2, 57–83.
111. Eurostat Health in the European Union-Facts and Figures-Statistics Explained. Available online: http://ec.
europa.eu/eurostat/statistics-explained/index.php/Health_in_the_European_Union_--_facts_and_figures
(accessed on 11 May 2018).
112. Muennig, P.; Jiao, B.; Singer, E. Living with parents or grandparents increases social capital and survival:
2014 General Social Survey-National Death Index. SSM-Popul. Health 2018, 4, 71–75. [CrossRef]
113. Crane, M.; Warnes, A.M. Evictions and prolonged homelessness. Hous. Stud. 2010, 15, 757–773. [CrossRef]
114. Anderson, I.; Sim, D. Housing and Inequality; Chartered Institute of Housing and Housing Studies Association:
Coventry, UK, 2011; ISBN 978-1-905018-87-1.
115. Anderson, I.; Finnerty, J.; McCall, V. Home, housing and communities: Foundations for inclusive society.
Soc. Incl. 2020, 8, 1–4. [CrossRef]
Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.
© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
